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The purpose of this study was to examine the relationship between depression and
suicidal gestures among African American adolescents. To attain this objective, a
questionnaire was administered to twenty subjects. Twenty were administered to African
American adolescents who attended Fulton County Public School System.
The study revealed that the African American adolescents are suffering from chronic
depression and therefore suicidal gestures are attempted to ease the emotional pain and they
see no other alternative. However, the study showed that it is important for professionals and
parents to act quickly when they notice the signs of depression. Depression usually results
when problems remain unresolved and adolescents are unable to cope.
The degree of danger involved in suicidal gestures depends on how specific and
definite they are. Ifafter talking to a person it is felt that there is a high potential for suicide
several steps can be taken. Research indicates that many adolescents experience only mild
forms of anxiety and demonstrate adequate coping skills which enable them to adjust to
changes with minimal turmoil.
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Suicide is an issue of increasing concern for families of adolescents. Over the past
three decades, the rate of suicide has increased dramatically among those 15 to 24 years old,
and is the third leading cause of death in this age group. The overwhelming majority of
people who attempt suicide really do not want to die. They want an end to their emotional
pain, and they see suicide as the only alternative. Young people in crisis sometimes have a
difficult time realizing there are alternatives.'
Reports of suicide among very young children are rare, but suicidal behavior is not.
As many as 1,200 adolescents, ages 14-24, may be hospitalized this year for deliberate self¬
destructive acts, such as stabbing, cutting, scalding, burning, overdosing, and Jumping from
high places.^
Everyone at some time in their life will be touched by suicide, either through knowing
someone who has attempted or committed suicide, learning about someone who has
attempted or committed suicide, or personally having thought about suicide.
Suicide can occur in all religious, social, racial, and age groups. Despite their best
efforts, even experts cannot say if a person will try to commit suicide. Statistics show about
'Steven Gladden, "Adolescence, Depression and Suicide," Changing Behavior




20 percent to 50 percent of people who committed suicide have previously attempted
suicide.^
Suicide by young adults is a tragedy that can often be prevented with insight and
understanding. Adolescence is generally regarded as a time of changes demanding
considerable adaptation. Failing to successfully cross the hurdles associated with this period
can have serious physical and emotional consequences, such as teen pregnancy, depression,
poor school performance, and poor socialrelationsis.'*
There are as many reasons that people commit suicide as there are people who commit
suicide. Among those commonly named are: Feelings of hopelessness, an intolerable
situation, to punish loved ones, to gain attention, to change other's behavior, to join loved
one, to avoid punishment, to lessen a burden, and to express love.
Suicidal gesture is a form of suicidal behavior. The purpose of suicidal gesture is to
emphasize emotional statements by directly flirting with death. Adolescents who choose
suicidal gesture as a means ofmaking an emotional statement are stressing the depth of their
problems. They need immediate help before their gesture becomes an actual suicide attempt.^
Many mental health professionals consider any form of self-destructive conduct to be
suicidal behavior; such as smoking, reckless driving, drug and alcohol abuse. They sometimes
^Steven Gladden, "Adolescence, Depression and Suicide," Changing Behavior
(New York. International University Press, 1990), 170.
'Ibid., 172.
*Francine Klagsburn, Too Young to Die: Youth and Suicide (Boston: Houghton,
Mifflin, 1989), 210.
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use indirect forms of self-destructive conduct to make an emotional statement. Suicidal
behavior is most apparent when it reflects a conscious desire to end life. Adolescents who
purposely attempt to overdose on drugs, swallow large amounts of sleeping pills, cut their
wrists, run into traffic, jump from high places, hang or shoot themselves are displaying
suicidal behavior in its most overt and aggressive forms.^
Depression, in general terminology, can refer to severe mood swings or to mild
variations in affect. Depression refers not only to a state of depression but to a syndrome
with psychomotor and somatic vegetative states lasting weeks or months. The principal
symptoms of depression are mood and affect. The disorder occurs so frequently that it is
referred to as the "common cold of emotional problems." The problem is to identify where
normality ends and clinical depression begins so that those with a serious problem can be
identified and treated.’
Some studies found that adolescents who had attempted suicide were more often
diagnosed as having a major depressive disorder than were nonsuicidal psychiatric patients.
However, adolescent suicides differ to some degree from the general pattern found in adult
suicides in that personality disorders are quite common. A personality disorder is a chronic
maladaptive lifestyle and there are several variants, such as borderline and antisocial
personality disorders, that seem to be especially common in adolescentsuiid.*
®Francine Klagsburn, Too Young to Die: Youth and Suicide (Boston: Houghton,
Mifflin, 1989), 213.
’Richard A. Gardner, M.D., Psychotherapy with Children ofDivorce (Boston.
Harvard University Press, 1967), 110-111.
*David Lester, Ph D., The Crudest Death. The Enigma of Adolescent Suicide
(Philadelphia; Charles Press, 1993), 40.
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In a study of adolescent psychiatric inpatients, it was found that suicidal preoccupation
was most serious in adolescents who had a conduct disorder (that is, their behavior seemed
undercontrolled and in turn caused them problems), less serious in those with major
depressive disorders and least serious in those who were schizophrenic.®
Depression is a psychiatric illness, but it also refers to a group of symptoms. One of
these symptoms involves the cognitive state of feeling past, current and future suicidal
behaviors more than others. Several investigators have found this to be true of suicidal
adolescents, too. Studies have shown that suicidal preoccupation was associated with
hopelessness in high school students even after differences in the level of depression were
taken into account and controlled.
Psychotics are more likely to kill themselves using bizarre methods, such as
self-immolation, or to jump to their deaths from buildings or in front ofmoving trains. This
increased use ofjumping by severely disturbed people may be a result of the lack of available
lethal methods or deficiencies in their ability to plan more complicated suicidal actions."
Adolescents and youths do not show these seasonal or daily variations when they
choose to commit suicide. The seasonal peak is much weaker in the young (those aged 15
to 24) and if it occurs, it is found in the fall or winter. The suicide rate for adolescents is
highest on Sundays rather than Mondays, but again the variation by day is weaker in the
®David Lester, Ph D., The Cruelest Death. The Enigma ofAdolescent Suicide




young; and the young do not show a decrease in the suicide rate on the major national
holidays.
STATEMENT OF TPIE PROBLEM
How the social worker utilizes practical methods and techniques in working with
depression and suicidal gesture among adolescents in order to help prevent such acts, will
be addressed in this study. The increasing incidents of depression and suicidal gestures
initiated by adolescents can be interpreted as a cry for help. This researcher realizes their
need to end the emotional pain; many of these adolescents perceive suicide as the only
alternative. In response to this concern, this researcher will present a number of ideas
about depression and suicidal gesture, and provide suggestions for professionals and
families to assist adolescents in avoiding suicide attempts.
Significance and Purpose of the Study
The purpose of this study is to inform professionals, parents, and concerned citizens
about more than just the causes and effects of depression and suicide. Ways to identify
depression and suicide risk are detailed in order to prevent or reduce serious consequences.
It is my hope that the information contained in the following chapters will provide the reader
with a more complete understanding of how to help a depressed or suicidal adolescent. The
quality of an adolescent's life may depend on this understanding.
*^David Lester, The Cruelest Death. The Enigma of Adolescent Suicide
(Philadelphia: Charles Press, 1993), 51.
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Depression and suicide among adolescents are growing social concerns. Many
adolescents are being diagnosed for symptoms of chronic depression, Most of these
adolescents will overcome their problems and go on to lead happy lives. Others will attempt
suicide. Depression and suicide are closely linked. Depression is the "breeding ground" for
suicide,*^ Although the majority of depressed adolescents are not suicidal, most suicidal
adolescents are depressed. Suicide results in the death ofmore adolescents than cancer or
heart disease. Every year about 10,000 boys and girls 18 years of age or younger take their
own lives,‘‘‘
The treatment of adolescents is vital because depressed adolescents are likely to
become depressed adults and suicidal children (if they survive) are likely to become suicidal
adults. Very closely associated with depression are the feelings of hopelessness and
helplessness that are critical factors in one's decision whether to prolong one's life. The more
hopeless and helpless people feel in their situation concerning the conditions in their life that
burden them, the more depressed they are likely to feel. Many adolescents experience strong
feelings of stress, confusion and self doubt in the process ofgrowing up. The pressures to
succeed combined with economic uncertainties and fears about being unloved can intensify
these feelings.
*^James T, Clemons, Perspectives on Suicide. (Louisville: Westminister/John
Knox Press, 1990), 127,
‘'‘Ibid,, 129,
CHAPTER TWO
REVIEW OF THE LITERATURE
Every year about 30,000 suicides are reported in the United States, and about 3,500
in Canada. The actual number may be higher due to under-reporting. Men kill themselves
four times more often than women.*’
The suicide rate measure the number of suicides per year, and is used as a basis for
comparison. It is based on the number of suicides per 100,000 people in the population, but
suicides are higher on the west coasts and lower on the east coasts of each country.’®
Suicide in North America is a white and male phenomenon. Two-thirds of all suicides
each year are committed by white men over 35 years old. White and minority men represent
about 75% ofall suicides; minority men and women together represent only about 10% of the
total each year. Young minority males have high rates, but suicide rates decline for minority
groups as they get older.”
The suicide rate ofadolescents has tripled since 1960. On the other hand, suicides in
those over 44 have decreased.
• Seventeen adolescents commit suicide everyday.
”A. Frances, M. Fyer, and J. Clarkin, "Personality & Suicide," Annual New York
Academy of Sciences 487 (1996): 181.
'®A.T. Beck, M. Kovacs, and A. Weissman, "Hopelessness & Suicide Behavior:




• Girls attempt suicide three times as often as boys, but boys complete suicide
four times as often as girls.
• Of all completed suicides, 76% are males, 92% are white, 70% are white
males. The black suicide rate is half that ofwhites.’*
A smaller number of people who kill themselves are delusional (out of touch with
reality), and may hear voices telling them to do so. Nonetheless, all suicides are seeking
escape fi-om unbearable emotional pain. Some people kill others before killing themselves.’®
There is a chemical in the brain called serotonin, and low levels of a part of serotonin,
called 5-HIAA, is associated with violence. In one study people who killed their children, and
people who murdered others, were found to have lower levels of 5-HIAA than people who
do not kill. The same low level was found for people who only killed themselves. About 4%
of suicides are preceded by the murder of someone else - usually a spouse or lover.
Teenagers kill themselves the least of all age groups, but get most of the attention
because it always seems more tragic when a young person's life is cut short. Even though
young people from 15 to 24 years old make up the smallest number of suicides, about 17%
in the United States, their suicide rate rose quickly from the 1970s to the 1990s. The last time
the youth suicide rate was as high as it is today (12 per 100,000) was in 1910. That was a
’*M. Rutter, P. Graham, D. Chadwick, and W. Yule, "Adolescent Turmoil; Fact
or Fiction? Journal ofChild PsvcholoQv and Psychiatry and Allied Disciplines 17 (1994) .
23.
’®G. Carlson and D. Cantwell, "Suicidal Behavior in Children and Adolescents,"
American Academy of Child Psychiatry 21 (1982): 361.
^‘tarl A. Grollman, Suicide: Prevention. Intervention and Postvention (Boston:
Beacon Press, 1988), 315-316.
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year that saw the peak of another baby boom generation. Out of forty million young people
in North America 6,000 kill themselves each year.^*
Although suicides in adolescents occur less often than in older age groups, the
proportion of suicides in all death causes is higher among adolescents than among the older
groups. In the World Health Organization Annual, suicide ranked among the two or three
leading causes of death for those 15-24 years of age in the thirty-nine member states of the
United Nations that report data on mortality by suicide.
What are the causes that increased vulnerability of young people to suicide gesture?
The factors that have been recognized in this respect can be divided into
psychological/psychiatric factors (like depression, hopelessness, self-esteem, cognitive
flexible), environmental factors (e g. social exit events, family history of psychiatric disorders,
conflicting (family) relationships, social support, physical and sexual abuse, grief and
depression).
In Freud's class paper, "Mourning and Melancholia," he discusses the loss of a loved
person or other significant entity such as liberty, an ideal, etc. He referred to these treasured
possessions as the love object. In depression, the individual introjects the lost object and
turns the rage he feels toward the object onto its internalized image. The rate is not only a
^‘Erik Jan de Wilde, Specific Characteristics ofAdolescent Suicide Attempters
(New York; Harper & Row, 1992), 46.
''Ibid., 47-48.
'^R. Larson and M. Ham, "Storm and Stress in Early Adolescence: The
Relationship ofNegative Events with Dysphoric Affect," Developmental Psychology 29
(12E): 139.
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reaction to the loss or "abandonment" but is a reflection, as well, of the ambivalence that
exists toward it. The depressive's self-flagellation, then is understood as hostility felt toward
the lost object but directed against oneself^'*
Suicide should be distinguished from intentional self harming that is intended to
resemble suicide though they are performed with the intention of ending with the individual
alive rather than dead. Such acts, along with situations in which a person pretends to take
suicidal selfharming action or says that he has done so when he has not, may be referred to
as gestured suicide or suicide gestures.^*
The adolescent who gestures at suicide wishes, intends and expects to be alive
afterwards. Suicide gestures may be thought of as a performance, to move and produce
emotional reactions in others. The suicide gesturer always has some other purpose which the
adolescent feigned enactment of deliberate self killing is aimed at bringing about. Some
suicide gestures are intended to draw attention to the agent's despair or need for help, others
are intended to punish another person or persons, or to induce in them some emotion such
as guilt, anxiety or fear.^®
In thinking about whether a suicide gesture was wholly successful or not, two
dimensions are important. On a physical level, success for the suicide gesturer involves
exactly the opposite of success for the suicide; where as for the suicide success in a physical
^■’Gavin J. Fairbaim, Contemplating Suicide. The Language and Ethics of Self
Harm (Baltimore: Williams & Wilkins, 1995), 92-93.
^'Ibid., 94.
Davis, "Suicide Among Young Blacks: Trends & Perspective," Phylon 41
(1980): 123.
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sense means death, for the suicide gesturer it means remaining alive. On a personal and social
level, success in suicide gesturing will be the same as success in suicide and depend on the
extent to which a gesturer achieves the changes in adolescent's life, and in others, at which
the adolescent was aiming. So the wholly successful gesture will end with the adolescent
alive, well and with the changes to others that the gesturer hoped by the adolescent's attempt
to bring about, having been achieved.
Failure in suicide gesturing could mean several things. On a personal and social level,
failure for the suicide gesturer would be identical to failure for the suicide and involve failing
to achieve the changes in others that the adolescent wanted to bring about. On a physical
level, things are again opposite for the suicide and suicide gesturer: For the suicide, death
represents success though not a success the adolescent will experience; for the suicide
gesturer, on the other hand, death represents failure, though not a failure the adolescent
would experience. Losing their life, the unsuccessful suicide gesturer pays a greater price in
attempting to achieve their purpose than they intended to pay.^* It could be argued that there
is a failure which is worse than death for the suicide gesturer: ending up horribly disabled and
hence in a worse state than before.^®
The internal process by which the black adolescent becomes actively suicidal deserves
more attention. The case of their suicidality as a whole, adolescents manifest distinctive
Davis, "Suicide Among Young Blacks: Trends & Perspective," Phylon 41
(1980): 124.
^*K. Hawton, Suicide in Adolescents and Attempted Suicide Among Children and
Adolescents (Beverly Hills: Sage Publications, Inc., 1986), 235.
^^Ibid., 236.
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qualities in their psychological condition which set them apart from adults and adults
suicidals,^®
There is considerable evidence to suggest that the essential dynamic of adolescent
suicidal behavior is a constellation of feelings ofguilt, abandonment, and helplessness that the
adolescent feel cannot be effectively ameliorated or communicated by other methods.
Adolescent suicide gestures attribute their behaviors to a variety of anxiety-provoking or
frustrating circumstances other than particular depressive complaints. Actions preceding the
suicidal behavior include acting-out behavior, including delinquent acts, and neurotic
symptom formation, as well as mounting depression. However, depressive themes are almost
invariably central to the underlying dynamic core of suicidal behavior.^*
Although depression more than any other psychiatric disorder, is usually associated
with adolescent suicidal behavior, its manifestations are often multifarious and difficult to
identify. All of the adaptive behaviors observed by research: rebelling, withdrawing, and
running away from home, preliminary to suicide gesture and attempt itself, have been
identified as common depressive equivalents. It is a distinctive quality of adolescent
depression, unlike the forms that adult depression usually takes, that classic depressive
symptoms are often not seen or are in some way obscured. In the adolescent we seldom see
a clear picture of depression. While some adolescents will certainly evidence some of the
symptoms listed above, they may lie beneath layer of depressive equivalents which mask the
^“David K. Curran, Adolescent Suicidal Behavior (Boston: Beacon Press, 1987),
70.
^*E. Ansel and R. McGee, "Attitudes Toward Suicide Attempters," Bulletin of
Suicidologv (1971V 253.
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underlying dynamic. This is especially true with boys for whom the need to hide their true
feelings exists, particularly the softer, tender "weaker" sentiments. Girls too, will often find
these feelings unacceptable, especially when associated with dependency issues and will be
avoid depressive affects for a variety of reasons.
Young persons appear able to deny the reality of painful conditions or effects with
greater effectiveness than adults. First of all, it is very unattractive for the teenager, of all
people, to be depressed. Living as they do in the high powered, fast-paced intensity of a peer
group which prizes, above all other social attributes, gaiety, liveliness, spontaneity, humor,
and the capacity to have and be fun, it is social suicide to be depressed, morose, lethargic, and
very unfun. Adolescents feel, therefore, compelled to deal with depression in a very different
way.^^
The energy and impulsivity characteristic of adolescence allows for a greater
likelihood that feelings will find expression in action rather than simply internal thought and
mood. Teenagers often resort to acting out behaviors as temporary tension reducers, unable
to gratify or calm themselves through fantasy alone.
It is an age appropriate condition of adolescence that the adolescent desires to feel
independent, strong, and able to take control of his/her life and problems. They do not want
to feel dependent and needy of adults or at the mercy of events or feelings. To be seriously
Maris, "The Adolescent Suicide Problem," Suicide and Life-Threatening
Behavior 15 (1985): 91-109,
^^G.S. Hall. Adolescence (New York: Appleton, 1987), 125,
^‘‘A. Freeman and M. Reinecke, Cognitive Therapy for Suicidal Behavior (New
York. Pringer, 1993), 210.
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depressed, is to be in a way, incapacitated, rendered weak and immobile, unable to effectively
control one's thoughts or moods to the degree one would expect. This state of affairs is
anathema to the teenager. It is emasculating at a time when personal potency is desperately
sought.^’
Adolescents are somewhat predisposed then, to seek alternative forms of dealing with
depression. These different symptoms for the same disorder serve the purpose of allowing
the adolescent to discharge and seek relief for his feelings while at the same time avoiding a
recognition of his problems and feelings.^®
Depressed adolescents often manifest their condition by swinging from states of short¬
lived but unbounded energy, frenetic activity, and enthusiasm, to periods of intolerable
boredom, listlessness, and generalized disinterest bordering on, and including, classic
depressive symptomatology. It is to avoid coming any closer to an awareness of depressive
feelings that the cycle of excited activity and restlessness is again renewed. "I'm bored," is
often an unconscious code phrase for "I'm depressed," in adolescence.^’
Often this is the earliest, most frequently cited symptom disturbance of concentration
which presents itself in the depressed adolescent and the only one with which he or she is
aware. Again, there is a defensive quality to these concentration problems. As the mind
”A.L. Berman and R. Schwartz, "Suicide Attempts Among Adolescent Drug
Users." American Journal ofDiseases ofChildren 144 (1990): 210-211.
^^Ibid., 212.
^’W.M. Reynolds and K.I, Coats, "A Comparison ofCognitive-Behavioral Therapy
and Relaxation Training for the Treatment ofDepression," Journal ofConsulting &
Clinical Psychology 59 (1986) 615.
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seeks to avoid awareness of painfully sad thoughts and feelings, it may skip actively from
thought to thought unable to stay still long for fear ofbeing caught by the waiting depressive
alternative.^*
Masked depression and their depressive equivalents in the form of various acting out
and delinquent behaviors are dangerous and unhealthy in that they obscure from the teenager
and significant adults the nature and extent of the individual's distress. These behaviors are
in some cases very self-destructive. They forgo mastering of important issues and jeopardize
normal adolescent development in favor of temporary but ineffectual relief Acting out by its
very nature has forfeited the capacity for mastery and turned into an act of avoidance.
Depressed adolescents may manifest their feelings through any number of expressive channels
including gesture, attempts or committed suicide.^®
Research has shown that depressed and suicidal adolescents have reported that
depression and suicidal behavior are so closely related that the DSM-II (Diagnostic and
Statistical Manual of Mental Disorders) diagnostic criteria for major depressive disorders
functions just as well as a diagnostic criteria for suicide. The more closely adolescents
approximate the condition ofmajor depression the more likely they are to be suicidal. The
DSM-II defines major depressive disorder as comprising at least four of the symptoms listed
^*W.M. Reynolds and K.I. Coats, "A Comparison ofCognitive-Behavioral Therapy
and Relaxation Training for the Treatment ofDepression," Journal of Consulting &
Clinical Psychology 59 (1986): 616.
^^G.W. Albee, "Preventing Psychopathology and Promoting Human Potential,"
American Psychologist 37 (1982): 1034.
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below. These symptoms must have been present nearly every day for a period of at least two
weeks:
1. Poor appetite or significant weight loss (when not dieting) or increased
appetite or significant weight gain.
2. Insomnia or hypersomnia.
3. Psychomotor agitation or retardation (but not merely subjective feelings of
restlessness, or being slowed down).
4. Loss of interest or pleasure in usual activities, or decrease in sexual drive not
limited to a period when delusional or hallucinating.
5. Loss of energy; fatigue.
6. Feelings ofworthlessness, self-reproach, or excessive or inappropriate guilt
(either may be delusional).
7. Complaints or evidence of diminished ability to think or concentrate, such as
slowed thinking, or indecisiveness not associated with marked loosening of
associations or incoherence.
8. Recurrent thoughts of death, suicidal, ideation, wishes to be dead, or suicide
attempt.
The adolescent, however may present the assessor with numerous pitfalls and
camouflages through the use of depressive equivalents discussed in the earlier paragraphs.
Depression is usually present in suicidal adolescents and the level of depression is the most
Allen Frances, eta.. Diagnostic and Statistical Manual ofMental Disorders
CDSM-III, 3rd ed. (1980); 214.
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important diagnostic indicator. Some depressed adolescents are unaware of depressive
processes within themselves or may consider them, if they are aware, to be normal and
insignificant. They may be unable to recognize the signs or the association between depressed
feelings and actual behavior. They may be unable to attribute any of their problems to
depression. For instances, diflficulty with concentration may be expressed but unattributed
to depression. Sleep disturbance may be ascribed to an overly busy school, work, and social
life. A frenetic pace of activity, chronic restlessness, an intolerance of being alone may be
viewed as quite normal and even laudable rather than as evidence of adolescent depression.
Adolescents who are unable to function in or attend school but who can work a job may
externalize the issues as a problem with school rather than as a manifestation ofmoderate or
major depression. At any rate, evidence of a powerful and debilitating depressive condition
is a very serious sign especially when associated with insomnia and substance abuse and when
the condition has persisted over a number ofweeks or months.'”
Studies of normal adolescent populations indicate that many experience biological,
physiological, and social changes without many major psychological or emotional problems.
However, responses to these changes vary; many adolescents experience only mild forms of
anxiety and demonstrate adequate coping skills which enable them to address these
developmental changes with minimal turmoil. Some researchers have defined adolescent
depression at these levels: (1) depressed mood, (2) depressive syndrome, and (3) clinical
depression. Depressed mood is sadness at various times in response to an unhappy situation;
92.
^'David K. Curran, Adolescent Suicidal Behavior (Boston: Beacon Press, 1987),
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it is measured by self-report checklists, and is "the single most powerful symptom in
differentiating clinically referred and nonreferred youth." Adolescents who report both
anxiety and depression along with other symptoms such as feeling sad, lonely, unloved, and
worthless are considered to have depressive syndrome.'*^
Although studies on adolescent depression involve varying populations and
measurement, significant percentages of depressive symptomatology have been reported:
48% to 50% and a median of 35% across 14 studies."*^
Over the past three decades the rate of suicide has increased dramatically among 15-to
24-year-olds and is the third leading cause of death in this age group.'”
In 1988, 2,296 adolescents committed suicide in the United States. From 1960 to
1970 to 1986 the rate has continued to increase from 3.6 to 7.2 to 10.2 deaths per 100,000.'’^
The question of how adolescents are coping with their problems was raised. This
study was undertaken to investigate: (1) the prevalence of depressive symptomatology
among a specific adolescent population, (2) the incidence of personal problems the
adolescents, their families, and close friends had experienced in the past year, (3) how the
'*^J. Conger and A. Peterson, Adolescence and Youth (New York: Harper &
Row), 210.
“^R.G. Simmons, R. Burgeson, S. Carlton-Ford and D A. Blyth, "The Impact of
Cumulative Change in Early Adolescence," Child Development. 58 (1987): 150-152.
“^R E. Roberts, J.A. Andrews, P.M. Lewinsohn and H. Hops, "Assessment of
Depression in Adolescents Using the Center ofEpidemiologic Studies Depression Scale,"
Journal ofConsulting and Clinical Psychology. 2 (1990): 122.
‘‘^C. S. Henry, A.L. Stephenson, M.F. Hanson and W. Hargett, "Adolescent
Suicide and Families: An Ecological Approach," Adolescence 28 (1990): 559.
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adolescents deal with their problems, (4) their attempted suicide and depressive
symptomatology/**
Two hundred and twenty students (over 50% of the total student population) in two
midwestem parochial schools participated in the study. Of these, 186 (84,5%) were in grades
9-12 (high school) and 34 (15.5%) were in grades 6-8 (middle school). The students ranged
in age from 11 to 18 with a mean age of 15 years. The sample consisted of 71% Anglo-
American, 11% Mexican-American, 6% African-American.'*’
Data were collected utilizing a questionnaire and the Center for Epidemiological
Studies Depression Scale (CES-D). The questionnaire solicited information on the following:
(a) demographic data; (b) student's awareness of counseling services available at school; (c)
specific problems the student, the student's family, and the student's closest friend had
experienced in the past year; (d) how the student dealt with personal problems, and (e)
whether the student had or had not attempted or had thoughts of suicide during the past year.
The CES-D, a self-administered 20-item inventory designed to measure levels of depressive
symptomatology, primarily depressed mood and afreet, was used. Higher scores indicate both
the presence and persistence of the symptoms. Based upon a 0-3 response rate with 0
indicating "rarely or none of the time" and 3 indicating "most of the time," a total symptom
score (range 0-60) is obtained. A score of 16 or higher indicates depressive symptomatology.
'**National Center for Health Statistics. Vital Statistics of the United States, Vol.
II, Mortality, Part ACDHHS Publication No. PHS (Washington, D C.; U S. Government
Printing Office, 1988), 91.
‘*’Department ofCommerce, Economics and Statistics Administration, Bureau of
the Census, Statistical Abstract of the United States: The National Data Book
(Washington, D C., 1991), 410.
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The validation studies indicate that the CES-D scale helps to identify persons "at-risk" for
clinical depression, and is a valuable tool for studying the relationships between depressive
symptoms and other variables.'**
Studies ofclinical and community populations, including adolescents and three major
ethnic groups (whites, blacks, and Hispanics), indicate that the scale has a high level of
internal consistency, acceptable test-retest reliability, good concurrent validity as assessed by
clinical and self-report criteria, and considerable construct validity.'*®
The depressive symptomatology, overall, the mean CES-D scores for the total
population was 18.4 with a standard deviation of 9.9 and a range from 0 to 49. Scores of 16
and above have been identified as indicating depressive symptomatology or depressed mood
in previous studies using the CES-D with adolescents and adults. Of the total student sample,
57% had CES-D scores of 16 and above; 42% had scores of20 and above; 26% had scores
of 25 and above.*®
As indicated by CES-D scores, a large number of adolescents are experiencing
depressive symptomatology. For some adolescents those feelings may be temporary and in
response to the developmental changes occurring during this age period. For others
symptoms may indicate more serious symptomatology. Although questions regarding
‘**L. Radloff. "The CES-D Scale: A Self-Report Depression Scale for Research in
the General Population," Applied Psychological Measurement 1 (1977): 385.
"®Ibid., 386.
*®M.M. Weismann, D. Sholomaskas, M. Pottenger, B.A. Prusoff and B.Z. Locke,
"Assessing Depressive Symptoms in Five Psychiatric Populations: A Validation Study,"
American Journal ofEpidemiology 106 (1977): 203.
21
whether these feelings are temporary or chronic or whether they reflect normal or
psychopathological development are important areas of investigation, these data indicate that
students are indeed experiencing them. Further investigation into how adolescents cope with
these feelings and their utilization of existing resources may be a more efficient method for
identifying youth who are unable to cope with these feelings and who may resort to more risk¬
taking behavior or suicide. Also a high percentage of adolescent populations report
symptoms of depressed mood. The percentage of students who reported that they personally
had experienced loneliness, and depression. That a high percentage of adolescent population
report symptoms of depressed mood. The percentage of students who reported that they
personally had experienced loneliness, depression, problems with friends was between 10 and
20% higher than the percentage of students who reported that their closest friend had
experienced these same problems.’*
A number of studies have found that elevated suicide rates are present in young,
urban, African-American, and Hispanic men. Suicide among young African-American men
has occasioned much debate since Hendin published his classic study of African-American
suicide in 1969, but subsequent studies find similarly high suicide rates in other urban ghetto
ethnic groups.’^
’*M.M. Weismann, D. Sholomaskas, M. Pottenger, B.A. PrusofFand B.Z. Locke,
"Assessing Depressive Symptoms in Five Psychiatric Populations; A Validation Study,"
American Journal ofEpidemiology 106 (1977): 204.
’^P.C. Hollinger, D. Offer, J.T. Barter, and C.C. Bell, Suicide and Homicide
Among Adolescents (New York: Guilford Press, 1994), 210.
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Among African-American overall, the suicide rate has been consistently lower than
the rate for white Americans since at least 1920; in 1991 their rate was 13 per 100,000 versus
the white rate of 20 per 100,000. Among African-American women, suicide is even less
common: their rate is less than half the suicide rate of white women. However, urban
residence and young adulthood distinguish an especially high-risk African-American
population, where a much different situation prevails. Across the United States, there were
3 white suicides for every African-American suicide that occurred between 1920 and 1960,
but over this same period in New York City the ratio was 1.75 to 1
Black male suicide peaks in the young adult cohorts: from 1989 to 1991, the annual
rate was 16 per 100,000 in the group 15-24 years old, and 20 per 100,000 in those 25-34,
versus white male rates of 23 and 25, respectively. These cohorts also have the highest
African-American homicide rates: 137 and 103 per 100,000 respectively. This had led some
authors to propose that these homicides include miscounted "victim-precipitated suicides,"
where unconscious guilt leads urban African-American men to commit suicide by provoking
their murderers. Hendin's interviews of suicidal young African-American men, however,
found them all too imminently aware of their aggressive wishes. Suicide, for these men, was
"usually the outgrowth of a devastating struggle to deal with conscious rage and conscious
murderous impulses... Suicide can be a form of control exercised by people who feel torn
apart by rage and violence." He proposed that these intense affects originate from "early
personal exposure to violence...in a violent family situation that produced identification with
”H. Hendin, "Psychodynamics of Suicide, with Particular Reference to the
Young-" American Journal ofPsychiatry 148 (1991): 1150-1158.
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a parent or parental surrogate who was violent, self-destructive, or both." He suggested that
these early affects grow especially malignant under the impact ofwhite society's rejection of
African-American people in the ghetto, which reinforces the young African-American man's
sense of rage and worthlessness.*'*
A similarly elevated suicide rate has been found among Puerto Rican men over age
17 living in East Harlem: 45 per 100,000 per year, 40% greater than the rate for white men
in East Harlem and nearly three times the rate for men living in Puerto Rico. The median age
for these suicides was 27; most were bom in Puerto Rico and raised in New York. Other
studies have found similarly elevated rates for Cubans in Miami, but not for Mexican
Americans living in the southwestern United States.**
These observations suggest that the suicidal young African-American, Puerto Rican,
and Cuban men in their ghettos share multiple risk factors with their Native American
counterparts: they endure childhoods disrupted by the chaos of poverty, separations, and
object losses; they are threatened by the lure of endemic substance abuse; and they then face
further demeaning, enraging, and demoralizing experiences as their ethnic identities, manners,
and cultures draw scorn from white society. As in the Native American population, this
oppression weighs most heavily on the young men, burdened by the mandate to succeed in
mastering a hostile world. "If it is right that hopelessness is the key concept in understanding
**Department ofHealth and Human Services. Public Health Service (19931.
Health, US, (Washington, DC: U S. Government Printing Office, 1993).
**A.R. Copeland, "Suicide Among Nonwhites. The Metro Dade County
Experience, 1982-1986," American Journal ofForensic Medical Pathology 10 (1989): 10-
13.
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suicidal behavior, it is unfortunate that this hopelessness is being borne by the young, those
who would seem to merit most the chance to achieve their dreams."**
In the face of these pressures, no satisfactoiy explanation has emerged to explain why
the suicide rate is not higher in the African-American men and women who labor against these
impediments. Measures to reduce their deaths should focus on stabilizing their families,
reducing their substance abuse, reducing the multiple childhood trauma that leave them
unsettled, and on providing more experiences that affirm the worthiness of their culture and
their value as individuals. As in the case ofthe Native Americans, our data cannot decide the
question ofwhether these changes can best be effected through sequestration in separatist
cultural institutions or through better integration into the mainstream of American life.
A fertile area for further study is the disparity in the suicide rates among Hispanic
Americans ofdifferent origin. Certainly it would be important to understand the factors that
protect Mexican-Americans and other Hispanic immigrants from the higher suicide rates of
their Puerto Rican and Cuban-American peers.*’
Theoretical Framework
The Cognitive Dissonance Theory is the theoretical framework of this study. The
basic background of the theory consists of the notion that the human organism tries to
establish internal harmony, consistency, or cognivity among their opinions, attitudes.
**A.R. Copeland, "Suicide Among Nonwhites. The Metro Dade County




knowledge and values ’* It is also noted in the theory that although there is a consistency or
consonance between cognitive elements, in some instances inconsistency or dissonance
occurs.
The core of the theory is deceptively simple: two cognitive elements (thoughts,
attitudes, beliefs) are said to be in a dissonant relation, if the obverse of the one would follow
from the other.® According to the theory, the existence ofnonfitting relations or dissonance
among cognitions produce psychological discomfort, which will motivate the individual to
reduce it in different ways. They may change the behavior, change an aspect of the
environment or add a new cognitive element. When dissonance is present, a person will
actively avoid situations and information which would be likely to increase it.®°
Cognitions relate to other cognitions in three ways, they may be irrelevant, dissonant
or consonant .®^ Dissonance exists between two beliefs when one is the opposite of the other,
yet both are held simultaneously; consonant relations exist when one belief follows from the
other. Dissonance may arise from logical inconsistency of beliefs, when beliefs are against
the prevailing cultural mores, or when beliefs are inconsistent with past experience.®' The
amount of dissonance indicates the importance of the beliefs to the person. Beliefs that are
’*L. Festinger, A Theory ofCognitive Dissonance (Stanford, CA: Stanford
University Press, 1957), 177-179.
®Ibid., 340.
®"Ibid., 400.
®’L. Festinger, Conflict, Decision and Dissonance (Stanford, CA: Stanford
University Press, 1964), 14-18.
®^Ibid., 165-170.
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held more strongly are capable of arousing more dissonance than less important beliefs.
When the dissonance level rises to equal the resistance of the least resistant element, that
element will change and the dissonance will be reduced.®^
The Cognitive Dissonance Theory is applicable to social workers who work with
depresses and suicidal adolescents due to the fact that their cognitive dissonance may be
reduced, or eliminated completely, by changing their opinion so that it corresponds more
closely with the knowledge ofwhat the profession would have them believe about depression
and suicidal adolescents. Social workers should not get caught up in what they believe and
do not believe about depression and suicidal adolescents because of their professional values.
Cognitive dissonance can help to increase their positive attitude toward those adolescents.
Another way of reducing the dissonance would be to influence those persons who disagree,
to change their opinion so that it more closely corresponds to one's own. And another way
of reducing dissonance between one's own opinion and the knowledge that someone else
holds a different opinion is to make the other person, in some manner, not comparable to
oneself When working with depressed and suicidal adolescents social workers' attitudes have
to process all three of these, one's own opinion, attempting to influence others and attributing
noncomparability to others. This may potentially reduce dissonance, one would expect to see
all of them intensified in degree as the magnitude of the dissonance increased.
®^L. Festinger, Conflict. Decision and Dissonance (Stanford, CA: Stanford




There will be no statistically significant relationship between depression and suicide
gesture among African American adolescents.
Variables
Dependent Variable:
The dependent variable of this study is suicide gestures.
Independent Variable:
The independent variable of this study is African American adolescents.
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Terms and Definitions
African American: Refers to individuals in the United States who, by virtue of their
skin color and African heritage, have been classified or have identified themselves as being
black. The term includes individuals who were born in the U S. and immigrants from a
number ofAfrican and Caribbean countries.
Suicide Gesture: is a self-inflicted intentional action or behavior.
Adolescence: a transitional developmental period between childhood and adulthood,
is initiated by puberty.
Depression: refers to severe mood swings or to mild variations in affect, a syndrome
with psychomotor and somatic vegetative states lasting weeks or months. The principal
symptoms of depression are mood and affect.
CHAPTER THREE
METHODOLOGY
The research design employed in this study is known as a descriptive study. A
descriptive study seeks to portray accurately the characteristics of a population. This study
usually will attempt to make generalizations about the attributes of that population by
studying a small part of (a sample drawn from) that population. A descriptive research
involves collecting data in order to test hypotheses or to answer questions concerning the
current status of the subject of the study*^
The population of this study consisted of students enrolled in the Fulton County
public school system and college setting. The sample for this study consisted of 25 students.
The sampling design was the purposive or judgmental sampling design. The purposive
research design is based on available, appropriate sampling units. The sample was selected
from students who attended the Fulton County public school system in either the middle
school, high school or college setting.
Instrument Design
The questionnaire utilized in this study is an original questionnaire developed by the
author. The questionnaire has twenty-five questions related to race, gender, grade level,
emotions, actions, and verbal expressions. The items on the questionnaire were designed to
^Allen Rubin and Earl Babbie, Research Methods for Social Work (Pacific Grove,
California: Brooks/Cole Publishing Co., 1993), 215.
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collect data on the factors that cause depression and suicide gestures among black
adolescents.
The Sample
The sample consisted of25 students. The sample was selected from students in public
school and college. The selection criteria for the sample required that the sampling unit
include students enrolled in school and college, that were willing to answer the questionnaires.
The questionnaire was self-administered by the students and returned to the author on the
same day as it was given to them.
Method ofAnalysis
The method of analysis that comprised this study consisted of descriptive and
inferential statistics. The descriptive statistics in this study included frequency distributions,
the mean and standard deviation. The data obtained in this study was coded into a computer







(N=3)1.What is your age?
68.9% 13-19 years
31.3% 20-24 years2.What is your race?
100% Black3.What is your sex?
31 3% Male





12.5% not in school
Mean: 17.750 Std. Dev.: 3.690
Mean: 2,000 Std. Dev.: .000
Mean: 1.688 Std. Dev.: 471




1 Have you ever given away prized possessions?
40.6% Yes
59.4% No
Mean: 1.594 Std. Dev.: .499
2. Have you ever possessed or owned a weapon such as a knife or gun?
31 3% Yes
68 8% No
Mean: 1.688 Std. Dev.: .471
3. Have you ever experienced sudden mood swings (being very happy after being
very depressed)?
71.9% Sometimes
21.9% All the times
6 3% None of the times
Mean: 1.344 Std. Dev.: .602
4. Have you ever experienced a sense of being a failure or worthlessness?
78.1% Sometimes
18.8% All the times
3.1% None of the times
Mean: Std. Dev..
5. Have you ever neglected to take care ofyour physical appearance?
62.5% Sometimes
12.5% All the times
25.0% None of the times
Mean: 1.625 Std. Dev.: .871
6. Have you ever talked openly about committing suicide ("I think I'll just end it
all,")?
31.3% Sometimes
3.1% All the times
62.5% None of the times
Mean: 2.323 Std. Dev.: .945
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TABLE II (continued)
7. Have you ever asked questions about suicide (what would it be like, etc.)?
78.1% Sometimes
12.5% All the times
3.1% None of the times
Mean: 1.200 Std. Dev.: .484
8. Have you ever said negative things about self, expressed self-blame and guilt?
75.0% Sometimes
18 8% All the times
3.1% None of the times
Mean: 1.258 Std. Dev.: .514
9. Have you ever talked about revenge, "getting even" with someone?
75.0% Sometimes
21.9% All the times
3.1% None of the times
Mean: 1.226 Std. Dev.: .425
10. Have you ever experienced extreme stress?
78.1% Sometimes
15.6% All the times
3.1% None of the times
Mean: 1.226 Std. Dev.: .425
11. Have you ever experienced a sense ofbeing unloved, unwanted, rejected?
81.3% Sometimes
12.5% All the times
3.1% None of the times
Mean: 1.194 Std. Dev,: .477
12. Have you ever tried to cut your wrists?
21.9% Sometimes
3 1% All the times
75.0% None of the times
Mean: 2.548 Std. Dev.: .850
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TABLE II (continued)
13 Have you ever tried to overdose on drugs?
21.9% Sometimes
3.1% All the times
71.9% None of the times
Mean: 2.516 Std. Dev.: .851
14. Have you ever tried to swallow a large amount of sleeping pills?
12.5% Sometimes
3.1% All the times
84.4% None of the times
Mean: 2.742 Std. Dev.: .682
15. Have you ever tried to run into traffic?
9 4% Sometimes
3.1% All the times
87.5% None of the times
Mean: 2.806 Std. Dev.: .601
16. Have you ever tried to hang yourself?
6.3% Sometimes
3.1% All the times
90.6% None of the times
Mean: 2.871 Std. Dev.: .499
17. Have you ever tried to shoot yourself?
0 % Sometimes
3.1% All the times
96.9% None of the times
Mean: 3.000 Std. Dev.: .000
18. Have you ever experienced a lack of support from any source?
65.6% Sometimes
28 1% All the times
3.1% None of the times
Mean: 1.355 Std. Dev.: .551
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TABLE II (continued)
19. Have you ever broken up with a boyfriend?
53.1% Sometimes
15.6% All the times
31.3% None of the times
Mean: 1.227 Std. Dev.: .429
20. Have you ever broken up with a girlfriend?
6.3% Sometimes
219% All the times
15.6% None of the times
Mean: 2.214 Std. Dev.: .699
21. Have you ever experienced difficulty concentrating?
56.3% Sometimes
40.6% All the times
3.1% None of the times
Mean: 1.419 Std. Dev.: .502
22. Have you ever experienced boredom?
28.1% Sometimes
65 6% All the times
3.1% None of the times
Mean: 1.742 Std. Dev.: .514
Frequency Distribution Findings
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The findings from frequency distributions indicated 68.9% of respondents were 13-18
years old and 31.3% of the respondents were 20-24 years old. one hundred percent of
respondents were African Americans. The sample consisted of 31.3% male and 68.8%
female. Forty-six and nine tenths were 9th-10th graders, 25% were in llth-12th grade,
15.6% were high school graduates and 12.5% were not in school.
The findings from this frequency distribution indicated that 40.6% indicated yes for
giving away prized possessions and 59.4% indicated no. When asked have they ever
possessed or owned a weapon such as a knife or gun, 31.3% of the respondents answered yes
and 68.8% no.
When asked in the survey have they ever experienced sudden mood swings (being
very happy after being very depressed), 71.9% of the respondents said they had sometimes,
21.9% said all the time and 6.3% said none of the time.
f
According to the findings, 78.1% ofthe respondents said they experienced a sense of
being a failure or worthlessness. Eighteen percent said they had this experience all the time,
and 3.1% said none of the times.
The survey showed that 62.5% of the respondents sometimes neglected to take care
oftheir appearance, 12.5% all the time. 25% of the respondents said they neglected to take
care of their appearance none of the times.
The findings showed that 31.3% sometimes talk openly about committing suicide ("I
think I'll just end it all"), 3.1% said they do all the times and 62.5% none of the times.
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The survey found that 78.1% of the respondents sometimes asked questions about
suicide ("What would it be like?" etc.). Twelve and five tenths percent said all the times and
3.1% said none of the times.
Seventy-five percent of the respondents said negative things about themselves,
expressed self-blame and guilt sometimes. 18.8% said all the times and 3.1% said none of the
times, they expressed negative things aboaut themselves, expressed self-blame and guilt.
The findings showed that 81.3% ofthe respondents said that they experienced a sense
ofbeing unloved, unwanted and rejected sometimes. 12.5% said all the times and 3.1% said
none of the times, they experienced a sense ofbeing unloved, unwanted and rejected.
The survey showed that 21.9% of the respondents tried to cut their wrists sometimes,
3.1% said all the times and 75% said none of the times had they tried to cut their wrists.
When asked the question, "Have you ever tried to swallow a large amount of sleeping
pills," 12.5% ofthe respondents said sometimes, 3.1% said all the times and 84.4% said none
of the times had they tried to swallow a large amount of sleeping pills.
Thirty-one percent of the respondents have possessed or owned a weapon such as a
knife or gun. 68.8% said they had never owned a weapon.
When asked the question had they ever talked about revenge or "getting even" with
someone, 75% of the respondents said sometimes they had talked about revenge. Fifteen and
six tenths percent of the respondents said all the time and 3.1% said none of the times had
they talked about revenge or "getting even" with someone.
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The findings showed that 78.1% experienced extreme stress sometimes. Fifteen and
six tenth percent of the respondents said all the times and 3.1% of the respondents said none
of the times had they experienced extreme stress.
The survey showed that 21.9% of the respondents tried to overdose on drugs.
Thirty-one percent said all the times and 71.9% said none of the times had they tried to
overdose on drugs.
When asked the question had they ever tried to run into traffic, 9.4% of the
respondents said sometimes, 3.1% of the respondents said all the times, and 87.5% of the
respondents said none of the times had they tried to run into traffic.
The findings showed that 6.3% of the respondents tried to hang themselves
sometimes, 3.1% of the respondents said all the times and 90.6% said none of the times had
they tried to hang themselves.
When asked if they had ever tried to shoot themselves, zero percent said sometimes,
3.1% said all the times and 96.9% said none of the times had they tried to shoot themselves.
The findings showed that 65.6% of the respondents experienced a lack of support
from any source. Twenty-eight and one tenth percent said all the times and 3.1% said none
of the times had they experienced a lack of support from any source.
When asked the question had they ever broken up with a boyfriend, 53.1% said
sometimes, 15.6% said all the times and 31.3% of the respondents said none of the times had
they broken up with a boyfriend.
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The findings showed that 6.3% of the respondents sometimes broke up with a
girlfriend. 21.9% said all the times and 15.6% of the respondents said none of the times had
they broken up with a girlfriend.
The findings showed that 56.3% experienced difficulty concentrating sometimes.
40.6% said all the times and 3.1% said none of the times had they experienced difficulty
concentrating.
The findings indicated 28.1% of the respondents experienced boredom. 65.6% said




The purpose of this study was to examine the relationship of depression and suicide
gesture among African American adolescents. The study had one null hypothesis. The null
hypothesis indicated that there will be a statistically significant relationship between
depression and suicide gesture among African American adolescents.
The study found that depression and suicide gesture feelings are treatable mental
disorders. The adolescent needs to have his or her illness recognized and diagnosed and
appropriate treatment plans should be made.
In doing this research it was noticed that a suicide is not a disease, but a death that
is caused by self-inflicted, intentional action or behavior. Suicide can be hard to foresee
and cause much grief for the survivors. The precipitating event may seem minor and
unworthy of such a drastic step. Suicidal adolescents, though, have narrowed their focus
to such an extend that they see few alternatives.
Often it is not the observed behaviors that are critical for our understanding of the
method of suicide but, rather, the largely unobservable, internal mechanisms, such as,
values, beliefs, attitudes, knowledge, feelings, and perspective. These "hidden"
mechanisms are not necessarily suicidal "behaviors" but result in the expressions of
behaviors that the observer has classified as self-destructive in nature. When we think
about preventing suicide, we must first distinguish between suicidal behaviors such as




As a result of this study it seems that the following suggestion should enhance the
social worker who works with adolescents in any setting. There should be an increase in
school training programs to help school personnel, teachers, administrators, coaches and
counselors identify and refer at-risk students to professional, mental health services.
These are school knowledge-based educational models of training. Subject matters
include warning signs for suicide, referral sources and procedures, and school crisis
policies. After receiving a referral extensive follow-up should be made.
The helping professional should develop links with community training programs,
focus on comparable training goals for members of nonschool community who may have
contact with adolescents, such as ministers, police, or boys and girls club directors and staff.
The objectives of these models include increasing knowledge ofwarning signs, referral
sources, referral behaviors, and increasing confidence-competence in helping skills.
There should be the establishment of general suicide education in the school-based
programs in a classroom-centered, knowledge-based model to educate students about
suicidal warning signs. If students recognize feelings of depression and sources of help,
the more likely they will ask for help or refer others for help. Typical content topics
include discussion of relevant facts, statistics, myths, available community resources, how
to use them, help-seeking, problem-solving skills, and skill development in the areas of
stress management. There should be peer support programs that aim to foster social and
coping competencies, peer relationships and networking among at-risk adolescents. Peer




SCHOOL OF SOCIAL WORK
An Exploratory Study on Relationships ofDepression and Suicide Gestures among
African American Adolescents,
To All Participants ofThis Study:
I am a graduate student in the Clark Atlanta University School of Social Work. I
am conducting a study on relationships of depression and suicide gestures among African
American adolescents. I would appreciate your cooperation in answering the attached
questionnaire as part of this study. Information attained will be kept confidential. The
only people who will see the information provided will be connected with the Clark
Atlanta University School of Social Work.
The data obtained by this study will be analyzed and placed in a research paper.
The information requested in this study is important to the profession of School Social
Work in order to allow School Social Workers to gain a better understanding of
depression and suicide gestures among African American adolescents.
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INSTRUCTIONS: Please answer the following questions; check only one answer.
1. What is your age?




3. What is your sex?
1. Male
2. Female
4. What is your grade level?
1. 9th-10th
2. llth-12th
3. graduated high school
4. not in school
5. Have you ever given away prized possessions?
1. Yes
2, No
6. Have you ever possessed or owned a weapon such as a knife or gun?
1. Yes
2. No
7. Have you ever experienced sudden mood swings (being very happy after being
very depressed)?
1. Sometimes
2. All the times
3. None of the times
8. Have you ever experienced a sense of being a failure or worthlessness?
1. Sometimes
2, All the times
3 None of the times
449.Have you ever neglected to take care ofyour physical appearance?
1. Sometimes
2. All the times
3. None of the times
10. Have you ever talked openly about committing suicide ("I think I'll just end it
all.")?
1. Sometimes
2. All the times
3. None of the times
11. Have you ever asked questions about suicide (what would it be like, etc.)?
1. Sometimes
2. All the times
3. None of the times
12. Have you ever said negative things about self, expressed self-blame and guilt?
1. Sometimes
2. All the times
3. None of the times
13. Have you ever talked about revenge, "getting even" with someone?
1. Sometimes
2. All the times
3. None of the times
14. Have you ever experienced extreme stress?
1. Sometimes
2. All the times
3. None of the times
15. Have you ever experienced a sense of being unloved, unwanted, rejected?
1. Sometimes
2. All the times
3. None of the times
16. Have you ever tried to cut your wrists?
1. Sometimes
2. All the times
3. None of the times
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17. Have you ever tried to overdose on drugs?
1. Sometimes
2. All the times
3. None of the times
18. Have you ever tried to swallow a large amount of sleeping pills?
1. Sometimes
2. All the times
3. None of the times
19. Have you ever tried to run into traffic?
1. Sometimes
2. All the times
3. None of the times
20. Have you ever tried to hang yourself?
1. Sometimes
2. All the times
3. None of the times
21. Have you ever tried to shoot yourself?
1. Sometimes
2. All the times
3. None of the times
22. Have you ever experienced a lack of support from any source?
1. Sometimes
2. All the times
3. None of the times
23. Have you ever broken up with a boyfriend?
1. Sometimes
2. All the times
3. None of the times
24. Have you ever broken up with a girlfriend?
1. Sometimes
2. All the times
3. None of the times
46
25. Have you ever experienced difficulty concentrating?
1. Sometimes
2. All the times
3. None of the times
26. Have you ever experienced boredom?
1. Sometimes
2. All the times
3. None of the times
END OF QUESTIONNAIRE. THANK YOU FOR YOUR COOPERATION
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